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Abstract 
The objective of this study was to address the gap in literature regarding how clinical diagnosis 
affects client mental health prognosis—specifically for clients seen in a graduate student training 
clinic.  Archival data of the diagnoses, treatment outcomes, and demographics of 75 former 
clients of a Northwest psychology training clinic were used.  A significant main effect was found 
for diagnostic category, where clients with mood disorders had significantly better treatment 
outcomes than clients with anxiety disorders.  The presence of co-morbid disorders did not have 
a significant effect on treatment outcomes. 
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Assessing Treatment Outcomes by Clinical Diagnosis in a Training Clinic 
 An estimate of a client’s prognosis is inherent in any diagnosis.  Diagnostic labels are 
laden with information on prevalence, course, associated symptoms, and treatment outcomes 
(First, 2010).  Extensive research has been conducted on the prognosis of specific psychological 
disorders (Agius, Murphy, & Zaman, 2010; Arango, 2011; Connor, Steeber, & McBurnett, 2010; 
Gonzalez-Pinto, Aldama, Mosquera, & Gomez, 2007; Kauer-Sant’Anna, Kapczinski, & Vieta, 
2009; Ramsawh, Raffa, Edelen, Rende, & Keller, 2009).  However, not much is known about 
how diagnosis is related to treatment outcomes on a broader level.   
With an annual estimated cost of mental illness in the United States of $79 billion ($63 
billion of which is from lost productivity of untreated individuals), there is a need for effective 
treatments to reduce the economic and human costs of mental illness (U.S. Department of Health 
and Human Services, 1999).  We know that the effectiveness of interventions improves when 
clinicians use a client’s diagnosis to guide treatment (Barlow, Levitt, & Bufka, 1999).  In the 
interest of integrating science and practice, numerous researchers have identified specific 
treatments that work for specific psychological disorders (Barlow et al., 1999; Calhoun, Moras, 
Pilkonis, & Rehm, 1998; Chambless, 1996; Chambless & Ollendick, 2001; Chambless et al., 
1998; Cukrowicz et al., 2005; DeBruyn, 1992; First, 2010).  Clinicians have the task of making 
an accurate diagnosis in order to benefit from the research on effective treatments for specific 
disorders.  As such, solid training in diagnostic skills is needed for new clinicians in order for 
them to foster a trend toward maximizing treatment outcomes by gearing treatment to specific 
diagnoses. 
 Training clinics (TCs) are the ideal place for clinicians to learn and to hone their 
diagnostic and treatment skills.  In such clinics, student therapists provide services to clients 
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under the supervision of experienced clinicians.  This allows students to learn accurate diagnostic 
skills in a supportive environment (Neufeldt & Nelson, 1998).  In a stepwise process, supervisors 
can then train students to use an accurate diagnosis to guide treatment.  Finally, students can 
learn how to use outcome measurement to gain feedback and refine the process.  TC’s are ideal 
for this process as practitioners and researchers typically work together in the university where 
such clinics are located (Cukrowicz et al., 2005; Moore & Kenning, 1996; Neufeldt & Nelson, 
1998; Stevenson & Norcross, 1985; Murrell, Steel, Gaston, & Proudfoot, 2002). 
 There is a shortage of research on the link between diagnosis and prognosis as it applies 
to individual client sessions and the training of new clinicians in training clinics.  Therefore, the 
current study will examine the role of diagnosis in prognosis in a local training clinic in order to 
inform the larger literature.  Prior to describing the current study in detail, the literature regarding 
psychological diagnosis, treatment, client prognosis, and clinician training will be reviewed.  
First we will discuss how diagnosis is linked to treatment outcomes.  Then we will review how 
prognosis is improved when treatments are guided by diagnosis.  Finally, we will discuss the 
important role of training clinics in helping clinicians learn accurate diagnostic and treatment 
skills.   
Diagnosis and Prognosis  
 One of reasons diagnosis is important in the practice of psychology is that it conveys 
information regarding client prognosis for long term recovery.  Accurate diagnostic skills allow 
clinicians to express to clients and other clinicians a number of symptoms and the longitudinal 
course of the disorder in a concise manner (Murrell et al., 2002).  For example, we know that a 
diagnosis of Major Depressive Disorder, Recurrent, Mild is marked by a number of symptoms, 
perhaps including a loss of interest or depressed mood, and disturbances in weight, activities, 
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sleep, or energy level (American Psychiatric Association, 2000).  We also know that the disorder 
will likely recur over a few years, with episodes lasting from two weeks to a few months 
(American Psychiatric Association, 2000).  First (2010) asserted in his research that this 
information on diagnoses can assist providers, patients, and families with “prepar[ing] for the 
future” (p. 467).  An example of this is helping the patient and family prepare for maintenance of 
treatment gains long-term instead of only focusing on the acute phase (Gonzalez-Pinto et al., 
2007).  This long-term view is useful, particularly in examining the contrast between acute 
disorders such as Adjustment Disorder and lifelong disorders such as autism (First, 2010). 
Despite the utility of diagnostic assessment for the purpose of guiding treatment and 
planning with clients for how to manage their symptoms, the relationship between diagnosis and 
prognosis is complicated by several factors.  Many studies have demonstrated an age-diagnosis 
interaction for prognosis.  For example, Ramsawh et al. (2009) reported, “older individuals with 
PD [panic disorder] and GAD [generalized anxiety disorder] have a better prognosis than their 
younger counterparts, as their course is characterized by a steeper decline in severity” (p. 615).  
This information is relevant for clinicians and clients alike.  For example, clinicians must be 
aware that it may take more time and effort to see progress in younger individuals with these 
disorders.  Also, younger clients can better prepare themselves for treatment with this 
information.  Another example of how age factors into prognosis was reported by Skokauskas, 
Pillay, and Moran (2010).  They reported that having “psychotic symptoms at age 11 predicted a 
very high risk of a schizophreniform diagnosis at age 26 years” (p. 189).  Identifying individuals 
at risk of developing serious disorders allows clinicians to work on adding support systems and 
to provide early identification of other related disorders.  Doing so at a younger age leads to a 
better prognosis (Skokauskas, Pillay, and Moran, 2010). 
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Another factor complicating the relationship between diagnosis and prognosis is the 
presence of more than one psychological disorder (i.e., co-morbidity).  Many disorders have high 
levels of co-morbidity with other disorders.  For example, in the case of Attention Deficit 
Hyperactivity Disorder (ADHD), researchers have found that comorbid symptoms of 
oppositional defiant disorder (ODD) and conduct disorder (CD) changes the course and 
prognosis of ADHD.  Connor, Steeber, and McBurnett (2010) reported that these co-morbidities 
impacted client response to both psychotherapy and medication treatments.  This is important for 
clinicians to be aware of, given that ODD occurs in 60% of children with ADHD (Connor et al., 
2010).  Similarly, the co-morbidity of anxiety and Bipolar Disorder (BD) changes the course and 
prognosis of treatment.  The presence of anxiety symptoms in BD can severely limit the progress 
made in treatment (Kauer-Sant’Anna et al., 2009).  In both of these examples, precise diagnostic 
skills are required to determine if the symptoms are an aspect of one of the disorders alone or if 
the two disorders are occurring co-morbidly.  The difference has the potential to alter the choice 
of treatment and treatment effectiveness, which in turn may change the course of the disorder 
itself.  
Diagnoses have the potential to influence prognosis because of the stigma and 
assumptions that people make based on the label itself.  For example, Rusch, Corrigan, Todd, 
and Bodenhausen (2010) reported that a negative self-sigma regarding mental illness was 
associated with lower quality of life.  The stigma of mental illness may also influence clinicians’ 
decision-making process.  Peris, Teachman, and Nosek (2008) reported that clinicians with an 
implicit negative bias towards mental illness were more likely to over-diagnose clients.  
Clinicians with explicit biases towards mental illness were more likely to predict a negative 
prognosis than clinicians without explicit biases (Peris, Teachman, & Nosek, 2008).  Particular 
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diagnoses carry negative associations that may change the course of diagnosis and treatment.  
For example, many treatment providers fear that a diagnosis such as Borderline Personality 
Disorder (BPD) will “engender hopelessness and despair in the patient” (p. 173) and thus, 
clinicians delay or omit disclosing the client’s diagnosis.  This can be detrimental to the client 
because not knowing a diagnosis can limit access to certain treatments, such as Dialectical 
Behavioral Therapy for BPD (Lequesne & Hersh, 2004).  Clark and Rowe (2006) conducted a 
study of clinicians’ diagnostic biases.  Two groups of clinicians received a vignette and were 
asked to diagnose the client in the vignette.  The vignette was the same, with one exception—one 
half of the vignettes included a sentence indicating that the client had a history of violence.  
Clinicians who received the violent vignette were significantly more likely to diagnose the client 
with schizophrenia than the clinicians who received the non-violent vignette.  This assumption 
that schizophrenia is associated with violent behavior may negatively influence treatment 
outcomes (Clark & Rowe, 2006).  Diagnostic bias and the stigma of diagnostic labels have the 
potential to change access to treatment and ultimately, the client’s prognosis. 
 Diagnosis and treatment planning.  Clinical diagnoses have the important function of 
guiding treatment.  According to First (2010), the most important use of diagnostic labels is to 
provide a universal language to communicate clinical information.  Diagnostic systems are used 
by psychologists, social workers, psychiatrists, and primary care providers.  In order for the 
system to be clinically useful, psychologists must be able to provide a reliable and valid 
diagnosis for each client that requires treatment (First, 2010).  The diagnosis provides a way for 
providers to coordinate care and to choose an effective treatment.  
Several researchers have focused on how to choose a treatment based on a client’s 
diagnosis (DeBruyn, 1992, Brown & Barlow, 2009; Connor et al., 2010; Gonzalez-Pinto et al., 
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2007; Kauer-Sant’Anna et al., 2009; Ollendick & King, 1998).  Through this research, some 
scholars have created models to explain the diagnostic and treatment process.  One model 
developed by DeBruyn (1992), Diagnostic Cycle, describes the process in which clinicians begin 
with the presenting problem and end by choosing a treatment for the client’s unique situation.  In 
the first stage, the complaint analysis, the clinician assesses the client’s presenting problem.  In 
the second stage, the problem analysis, the clinician translates the presenting problem into 
objective terms using a classification system such as the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV-TR; American Psychiatric Association, 2000).  In the third stage, the 
explanation analysis, the clinician analyses the causes and maintenance of the problem in a case 
conceptualization.  In the fourth and final phase, the indication analysis, the clinician chooses a 
treatment that will best serve the client based on the factors identified in the previous steps 
(DeBruyn, 1992).     
Gearing treatment to the diagnosis is important for attaining positive treatment outcomes.  
Often a misdiagnosis, such as mistaking Bipolar Disorder for depression, can cause serious 
problems for the patient because it leads to improper treatment (Agius et al., 2010).  If the patient 
was not referred for medication management, or if the provider prescribed antidepressants, the 
client could experience serious consequences as a result (Agius et al., 2010).  According to 
Barlow, Levitt, and Bufka (1999), “a number of treatments are available with specific 
effectiveness for identifiable disorders and problems” (p. 147).  In 1993, Division 12, the Society 
of Clinical Psychology of the American Psychological Association (APA), created the Task 
Force on the Promotion and Dissemination of Psychological Procedures.  The group’s main goal 
was to identify treatments that are demonstrated to work for specific diagnoses in research 
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(Barlow, Levitt, & Bufka, 1999).  The task force began a movement towards gearing treatment to 
the clients’ diagnoses.  These treatments became known as empirically supported treatments. 
Empirically Supported Treatments 
 Much of the research on how treatments should be related to diagnoses has been 
conducted by the APA task force on empirically supported treatments (ESTs).  The task force set 
rigorous criteria for research on treatments to ensure that the treatments are effective.  These 
criteria require that the diagnoses of the participants are clearly identified so that each treatment 
may be linked to a particular diagnosis (Chambless & Ollendick, 2001).  Since the original task 
force report in 1993, several treatments have been linked to specific disorders (American 
Psychological Association, 1993; Chambless, 1996; Chambless et al., 1998).   
 The original APA report listed each treatment by the diagnosis for which it is effective.  
Some examples from the report include, 1) cognitive behavior therapy was found to be effective 
for panic disorder and generalized anxiety disorder, 2) exposure therapy was linked to positive 
outcomes with agoraphobia, 3) behavioral therapy was found to be efficacious when used with 
depression, as was cognitive therapy, and 4) behavior therapy was also deemed effective for 
chronic headaches.  These are just a few examples from the original report (Chambless, 1996).  
Since that report, many other treatments have been established, such as family intervention 
programs for schizophrenia.  Many more interventions have reached the probably efficacious 
status (Chambless et al., 1998).  These lists are excellent resources for clinicians to reference 
when treatment planning with clients, and they are categorized by diagnosis. 
 Despite their utility, training in ESTs in doctoral psychology programs remains limited.  
According to Barlow et al. (1999), more than 20% of doctoral programs had minimal coverage 
of empirically supported treatments in didactic courses.  Further, one in five doctoral programs 
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covered less than 25% of the identified empirically supported treatments.  One of the major 
barriers the researchers identified was resources, for training faculty or hiring experts in the field 
to teach students these interventions.  Another barrier may be that some faculty members could 
be resistant to the empirically supported treatment movement.  Many clinicians do not like the 
idea of using treatment manuals to standardize treatment (Barlow et al., 1999).  However, 
empirically supported treatments have the potential to facilitate training and to make it more 
reliable in the absence of research on what to train clinicians to do in therapy (Calhoun et al., 
1998).  Faculty in psychology training clinics are often in charge of this important process.   
Review of Training Clinics 
 Training clinics (TCs) are the ideal place for fostering and practicing accurate and 
effective diagnosis and treatment.  TCs are clinics in which student therapists provide services to 
clients under the supervision of faculty members.  Services in TCs are often provided at a 
reduced rate.  Case assignment, diagnoses, and treatment decisions are typically made by the 
therapist and supervisor together in TCs (Neufeldt & Nelson, 1998).  Despite these differences 
from traditional clinics, TCs have been found to provide “a realistic introduction for clinical 
psychology students to a broad range of clinical problems and clinical outcomes” (Murrell et al., 
2002, p. 127).   
TCs are an important first step in most future psychologists’ careers.  The Association of 
Directors of Psychology Training Clinics reported in 1993 that training clinics in the United 
States had an average of 52.47 trainees and the median number of clients served in training 
clinics per year was 200.  Further, the number of trainees and clients had increased since 1985, 
suggesting a continued growth in size of TCs (Todd, Kurcias, & Gloster, 1994).  Nearly 63% of 
clinical psychology doctoral faculty members now participate in training clinic services.  
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Because over 76% of doctoral programs in clinical psychology have in-house TCs, most future 
psychologists receive training in such locations (Belar, 2006).  This makes the faculty in TCs 
uniquely poised to train students in diagnostic and treatment skills.       
Research in training clinics.  While students are trained in assessment and treatment 
planning skills, they must also learn how to conduct research to gain feedback on service 
delivery.  There are several characteristics of TCs that make them conducive to in-house 
research.  First, the clients are aware that they are receiving services in an academic setting and 
often must agree to participate in research as part of treatment.  This may make the clients more 
receptive to participating in research, which may yield greater participation among clients than in 
traditional settings.  Second, because of the organizational structure of the clinic, including the 
presence of multiple therapists and supervisors, there may be the potential for including multiple 
sources of data in the research (Todd et al., 1994).  For example, supervisors or other clinicians 
could provide additional observations as another outcome measure in an investigation.  More 
observations and outcome measures can add to the validity of the research (Todd et al., 1994).  
Third, the ability of students to conduct research in TCs is a “partial bridge between the 
scientist’s need for monitoring investigations and the practitioner’s need for information about 
what works best under conditions that are similar to those the practitioner encounters in the 
workplace” (Neufeldt & Nelson, 1998, p. 315).  Many researchers agree that TCs are an 
excellent place to integrate research and clinical practice (Borkovec, 2002; Murrell et al., 2002).  
Taking it a step further, Borkovec (2002) asserted that supervisors and student clinicians have 
the ability to share knowledge across the network of TCs and to create a national research 
network.  These factors make training clinics an excellent place to conduct research on clinical 
practice. 
TREATMENT OUTCOMES BY CLINICAL DIAGNOSIS           10  
 
Despite the factors that make training clinics conducive to research, there are barriers that 
limit research in TCs as well.  One barrier is that training clinics often screen clients for level of 
risk and level of severity.  Todd, Kurcias, and Gloster (1994) found that 65% of clinics exclude 
clients that are a danger to others, 59% exclude clients that are a danger to themselves, and 49% 
of clinics exclude clients that are experiencing psychosis.  This may make the results of research 
conducted in a training clinic less generalizable to the general population (Murrell et al., 2002).  
Another factor that limits the generalizability of the research in TCs is the fact that the therapists 
are inexperienced and under supervision.  Neufeldt and Nelson (1998) asserted that research 
conducted in training clinics may only generalize to clinics with inexperienced clinicians.  
Further, Gard and Tremblay (2002) and Todd et al. (1994) indicate in their research that it may 
be difficult to reach conclusions from training clinic research because there are typically a large 
number of clinicians from different orientations included in the research.   
Training clinics also have organizational barriers that limit the feasibility of conducting 
research.  One example of this is limited time and resources.  The therapists at training clinics are 
also students in doctoral-level programs and may not have the time to devote to research 
protocols.  Further, these students are often limited in financial resources (Borkovec, 2002; Todd 
et al., 1994).  The students and administrative staff at training clinics may also feel pressure from 
the institution to generate profits in the clinic instead of devoting extra time and resources to 
research (Gard & Tremblay, 2002).  Finally, students may believe that they are being evaluated 
personally instead of evaluation being conducted on the program as a whole (Talley & Clack, 
2006).  All of these factors demonstrate that researchers in training clinics must overcome some 
obstacles to conduct research in that setting. 
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 Outcome measurement in training clinics.  Much of the research conducted in training 
clinics falls under the category of outcome measurement.  Outcome measures “identify and 
frequently quantify specific thoughts, feeling, and behaviors of the client at the time of 
administration.  When compared with other data, observations, or previous results from the 
outcome measure, changes in the client can be noted” (Mours, Campbell, Gathercoal, & 
Peterson, 2009, p. 169).  Outcome measures can be used for a variety of purposes, including 
aiding in diagnosis, improving treatment, providing accountability, and ensuring the ethical 
responsibility of providing the best services possible (Mours et al., 2009).  Further, assessments 
can predict outcomes and service utilization, and they can also identify patient characteristics 
that influence treatment (Kubiszyn et al., 2000).   
Students and administrators in training clinics often engage in outcome measurement.  
Stevenson and Norcross (1985) found in their study that 68% of training clinics participated in 
quantitative evaluation of clients and 61% of training clinics participated in quantitative 
evaluation of their own clinical training.  That estimate is slightly higher than the estimates 
provided in other studies, which report that 54% of training clinics undergo clinic evaluations 
(Moore and Kenning, 1996).  Regardless of the exact percentage, it appears as if clinicians in 
training clinics utilize outcome measures more often than therapists in traditional clinics. 
 Research demonstrates that outcome measurement benefits clients, therapists, and 
programs.  Brown and Jones (2005) reported that when clinicians are aware that clients’ scores 
are declining on an outcome measurement, the therapist was better able to keep patients engaged 
to attain better outcomes.  In another study, Gard and Tremblay (2002) reported that using 
outcome measures in clinical practice improved client session attendance and outcomes.  Despite 
the benefits of outcome measurement, a study conducted in 1998 revealed that only 29% of 
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clinicians in community practices used some form of outcome measure regularly.  There is a 
trend towards insurance companies and governmental organizations requiring outcome 
measurement, so this number is likely higher now than it was in 1998 (Mours et al., 2009).  More 
resources are needed to devote to outcome measurement for the benefit of clients, therapists, and 
organizations (Calhoun et al., 1998). 
 Although there are many studies on diagnoses, efficacious treatments, and training 
clinics, there is a paucity of research on the need for accurate diagnostic skills to obtain a useful 
estimate of prognosis.  The current information on diagnoses and prognosis is very specific, 
often focusing on how a certain disorder is affected by the presence of co-morbid symptoms of 
another disorder.  Researchers examining how to gear treatment to diagnosis have focused on the 
domain of ESTs.  This knowledge is valuable and needed, but very specific and limited.  Finally, 
the research on training clinics is limited and mainly focused on process-outcome studies.  There 
are no studies that combine diagnosis and treatment outcomes on a broad level. 
The Current Study 
In the current study, researchers seek to add to the literature on diagnosis and treatment 
outcomes.  One particular goal of this study is to identify whether clients at a training clinic 
differ with respect to treatment outcomes depending on their diagnosis.  En route to achieving 
this overarching goal, the data from this study will add information regarding the importance for 
clinicians to hone their diagnostic skills to improve treatment delivery and therefore, their 
effectiveness.  The following section describes the research questions of interest in the current 
study as well as the methodology for carrying out this research. 
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Method 
The data from this research will help the principal investigator answer the following 
questions:  (a) What is the relationship between a client’s primary Axis I diagnostic category and 
treatment outcome?, (b) Is the mean treatment outcome of clients with co-morbid disorders 
different from clients with only one or no disorder?, and (c) Is there an interaction between the 
client’s primary major diagnostic category and the presence of co-morbid disorders?   
Participants 
 Participants were clients of a training clinic housed within a doctoral program for clinical 
psychology in the Northwest region of the United States.  Clients consented to participate in 
research as part of the clinic’s standard informed consent procedure.  Data collection took place 
at the clinic from the 2007-2008 training year to the 2009-2010 training year.  The current study 
utilized archival data from as many participants in this previously-collected pool as had 
diagnostic and treatment outcome data collected as part of regular clinic-sanctioned data 
collection regarding treatment.  
Clients who attended less than four sessions were excluded from this study.  Participants 
were 75 former clients of the clinic (37 male, 33 female, 5 unreported).  The clients whose data 
were used in this study were at least 18 years of age (mean= 34.28) and were receiving 
individual, group, or couples therapy at the clinic.  The average number of sessions attended at 
the clinic was 13.92.   
Procedure 
 This study is archival in nature using data derived from regular clinic closing procedures.  
Permission was obtained from the Pacific University Institutional Review Board (IRB) for the 
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current research and the investigator was given access to archival electronic records containing 
the variables of interest as described below.  
Measures 
 Closing file outcome tracking form.  This form was created by clinical faculty members 
who were administrators of the clinic to collect treatment outcome data from the training clinic 
and to integrate data collection into regular practice.  The data obtained from the measure are 
used to improve the training and service delivery at the clinic.  The form contains information on 
client outcome, psychological diagnosis, treatment length for this episode of treatment, and 
whether treatment was completed or terminated early (See Appendix A).  Another portion of the 
form contains demographic data on socioeconomic status, race and ethnicity, religious and 
spiritual affiliation, and disability status. 
 Outcome Questionnaire-45.   The Outcome Questionnaire-45 (OQ-45; Lambert et al., 
2004) is a 45-item self-report measure designed to track treatment outcomes throughout the 
course of therapy by measuring general distress and its subcategories.  The OQ-45 produces a 
Total Score as well as scores for each of the following subcategories:  Symptom Distress, 
Interpersonal Functioning, and Social Role.  The measure was normed on 2,829 individuals aged 
17 to 80 from undergraduate colleges, community centers, outpatient clinics, and inpatient 
clinics.  Participants were 85% Caucasian, 12% African American, 1% Latino, and 1% Other.  
The test-retest reliability estimate for the total score is .84.  The internal consistency reliability 
estimate for students and patients is .93 (Lambert et al., 2004). 
Clients at the clinic completed the OQ-45 before each therapy session (Lambert et al., 
2004).  After the termination of treatment, the clinician completed the Closing File Outcome 
Tracking Form as part of the regular file transfer/closing file procedures.  One copy remained in 
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the client files for documentation and another copy was filed separately for analysis of the data 
therein.  A database was set up for the use of clinic administrators and others receiving IRB 
approval to investigate these clinic outcomes.  Student research assistants trained and supervised 
by faculty were engaged in data entry from hard copy to electronic database.  The database, once 
completed with all entries collected for the academic training years of interest was stored in a 
password protected electronic vault to be monitored by the clinic administration for ongoing and 
future research opportunities. 
Results 
Participant Data 
 Data from one hundred twenty-four former clients with primary anxiety and mood 
disorders were collected on the Closing File Outcome Tracking Form from the 2007-2008 
through the 2009-2010 training years.  Forty-five clients’ data were removed because the client 
attended fewer than four sessions at the clinic.  Four clients’ data were removed because of 
missing data on the key variables, resulting in a total of 75 participants.   
 The three most common primary Axis I diagnostic categories seen at the local clinic were 
mood disorders (n= 73), V-Codes (n= 67), and anxiety disorders (n= 51).  Far less common at 
the clinic were adjustment disorders (n= 19), childhood disorders (n= 5), and eating disorders 
(n= 1).  In order to compare roughly equal groups, taking into account the presence of multiple 
disorders, the diagnostic groups were reduced to mood and anxiety disorders.  The data were 
further reduced to only include clients who attended four or more therapy sessions.  The groups 
were as follows:  primary anxiety disorder with no co-morbid disorders (n= 16), primary anxiety 
disorder with at least one co-morbid disorder (n= 18), primary mood disorder with no co-morbid 
disorders (n= 24), and primary mood disorder with at least one co-morbid disorder (n= 21). 
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Data Analyses  
The data were screened to ensure that the assumptions of factorial analysis of variance 
(ANOVA) were fulfilled.  To eliminate outliers, subjects who attended less than 4 sessions were 
removed.  A two-way ANOVA was conducted to evaluate the effects of diagnostic category and 
co-morbidity on treatment outcome.  Specifically, the OQ-45 difference scores of clients with a 
primary anxiety and mood disorder with and without a second co-morbid disorder were 
compared.   
The results indicated a significant main effect for diagnostic category, F (1, 71) = 4.60, p 
< .05, but a main effect for the presence of co-morbid disorders was not found, F (1, 71) = .42, 
p= .52, η2 = .01.   The effect size estimate for the main effect of diagnostic category was medium 
(η2 = .06) and indicated that approximately 6% of the variance in OQ-45 difference score may be 
explained by the diagnostic category of the client’s primary diagnosis.  The means and standard 
deviations for the clients’ OQ-45 difference scores as a function of the two factors are presented 
in Table 1.  Follow-up analyses consisted of the pairwise comparisons among the two diagnostic 
categories (i.e., anxiety and mood disorders).  Bonferroni’s post hoc test revealed that the 
average OQ-45 difference score was significantly higher in clients with mood disorders than in 
clients with primary anxiety disorders.  
Table 1 
Factor Group Estimated Marginal Means, Standard Error, and Confidence Intervals for OQ-45 
Difference Scores (N= 75) 
Factor        Group   M   SE  95% CI 
Diagnostic Category   Anxiety Disorder  8.38      4.68  [-.96, 17.71] 
     Mood Disorder  21.46  3.91  [13.65, 29.26] 
Co-Morbidity    No co-morbid disorder 12.95  4.40  [4.18, 21.71] 
     Co-morbid disorder  16.89  4.23  [8.45, 25.33] 
Note.  M= Mean; SE= Standard Error; CI= Confidence Interval. 
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Discussion 
 The first objective of this study was to determine the relationship between clients’ 
primary Axis I diagnostic category and clients’ treatment outcomes.  Results indicated that 
clients with primary mood disorders had more positive treatment outcomes than clients with 
primary anxiety disorders.  That is, the mean OQ difference score (obtained by subtracting the 
first session score from the last session score) was higher in clients with primary mood disorders 
than in clients with primary anxiety disorders.  This demonstrates a relationship between 
diagnoses and treatment outcomes in this study.  Clients at this clinic with anxiety disorders may 
need to be prepared for the need for more treatment.  This preparedness may lead to better long-
term outcomes.      
 There are several possible explanations for why clients with primary mood disorders 
have better outcomes at the clinic than clients with primary anxiety disorders.  First, the most 
common mood disorder seen at the clinic, Major Depressive Disorder, may be more responsive 
to treatment (Brown & Barlow, 2009) than the most common anxiety disorder seen at the clinic 
(i.e. Post-Traumatic Stress Disorder).  Second, according to the American Psychological 
Association’s Task Force on Evidence-Based Practice (2006), there are more ESTs for mood 
disorders than there are for anxiety disorders.  New clinicians may perform better under the 
guidance of manualized treatments such as ESTs.  These early professionals are in the process of 
developing the skills to use their clinical judgment and may not be as effective without such 
guidance.  Third, the clients in the mood disorders group may have been more responsive to 
treatment because of pre-treatment factors, client characteristics, and therapist variables, none of 
which were controlled for in this study (i.e., Outcome Questionnaire score at intake, amount of 
social support, economic factors, previous treatment, alliance between therapist and client, and 
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therapist competence).  Thus, it is possible that a combination of client and therapist factors 
contributed to these results.  In summary, regarding our first research objective, there are several 
possible reasons why clients in this study with mood disorders had better treatment outcomes 
than clients with anxiety disorders, including characteristics of the disorders, therapists, and 
clients. 
 The second objective of this study was to determine if the mean treatment outcome was 
different between clients with co-morbid disorders and clients without co-morbid disorders (i.e., 
those labeled with only a single diagnosis).  The results indicated that there was not a significant 
relationship between the presence of co-morbid disorders and clients’ treatment outcomes.  
There are a few possible reasons for this result.   
First, it is possible that clients in this study had co-morbid disorders that do not affect 
overall treatment outcomes, such as V-Codes.  V-Codes are issues that may be the focus of 
clinical attention, or may be additional information to note (e.g., Occupational Problem, 
Relational Problem, Bereavement, etc.; American Psychiatric Association, 2000).  V-Codes 
typically do not represent the level of pathology that is implied with the other Axis I categories, 
and were common diagnoses at this clinic.  Researchers have identified that certain combinations 
of disorders have a negative influence on treatment prognosis, such as Conduct Disorder (CD) 
with Attention Deficit Hyperactivity Disorder (ADHD; Connor et al., 2010).  For example, 
Connor et al. (2010) found that clients with the specific combination of CD and ADHD had 
higher rates of substance use in adolescence and higher rates of other co-morbidities as an adult.  
This is in contrast to the combination of CD and the V-Code Academic Problem, which may not 
be as likely to foster a negative prognosis as the combination of CD and ADHD.  The specific 
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diagnoses involved in co-morbidity may therefore influence prognosis, and were not explored 
here. 
Second, as noted above, the same pre-treatment factors not controlled in this study may 
have influenced the finding that clients with mood disorders had better outcomes than clients 
with anxiety disorders in this clinic.  Client characteristics, social support, and economic factors 
may all buffer clients from the effect of co-morbid disorders.  It is possible that client 
characteristics such as resilience may lead clients to respond to treatment differently.  For 
example, a resilient client is more likely to respond to stress with humor, acceptance, and 
flexibility than a non-resilient client (Southwick, Vythilingam, & Charney, 2005).  Many 
personal factors regarding clients could influence prognosis greatly.  As such, the current results 
may reflect these qualities rather than actual prognosis according to diagnosis.   
Finally, characteristics of the therapists in this study may have contributed to the fact that 
treatment outcomes were not significantly different for clients with and without co-morbid 
disorders.  For example, therapists in the study may be just as effective working with co-morbid 
disorders as with single disorders.  It is possible that the presence of several disorders did not 
present additional challenges to the therapists in the study and therefore did not affect the 
therapists’ treatment effectiveness.  Alternatively, the therapists in this study may not have 
accurate diagnostic skills due to their status as professionals in training.  Accurate diagnostic 
skills are essential to identify the presence of several distinct disorders or unique presentations of 
a single disorder.  Thus, an inaccurate diagnosis could influence the result that clients with co-
morbid disorders in this study did not differ in treatment outcomes from clients with a single 
disorder.  It would be useful to control for diagnostic accuracy in order to examine whether level 
of diagnostic skill had an impact on this result.  Regarding our second objective then, several 
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possible explanations exist for why clients in this study with co-morbid disorders did not differ 
significantly in terms of treatment outcomes from clients with one disorder, including the type of 
co-morbid disorders included in the study and therapist effectiveness. 
The third objective of this study was to determine if there was an interaction between 
primary Axis I diagnostic category (i.e., mood and anxiety disorders) and co-morbidity in terms 
of treatment outcomes.  The results indicated that there was not a significant interaction between 
the diagnostic category and the presence of multiple disorders for treatment prognosis.  Thus, the 
presence of a co-morbid disorder did not differentially affect clients with mood and anxiety 
disorders.  It may be possible that mood and anxiety disorders are similarly affected (or in this 
case, unaffected) by the presence of co-morbid disorders.  For example, the presence of 
Substance Abuse may affect both Major Depressive Disorder and Social Phobia in a similar way.  
Another possibility is that the clients in this study were not differentially affected by the presence 
of co-morbid disorders because of individual characteristics such as resilience and social support.  
In this case, a larger sample size may demonstrate a significant result.  Thus, the fact that there 
was no interaction between client diagnosis and the presence of multiple disorders may be a 
reflection of client characteristics or characteristics of the disorders themselves.  Also, as in the 
discussion above, therapist skills in diagnosis could have influenced this finding.  If they failed 
to accurately diagnose clients, the differential effect of co-morbid disorders on treatment 
outcomes may be minimized.  In summary, regarding our third objective, a combination of 
diagnostic and client factors in this study may have contributed to the result that the presence of 
co-morbid disorders did not differentially affect clients with anxiety and mood disorders in terms 
of treatment outcomes. 
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Limitations 
 There are several limitations of this study worth noting prior to utilizing the factors noted 
above.  First, several confounding variables exist.  For example, the diagnostic categories of the 
co-morbid disorders were not considered in the study.  It is possible that the type of co-morbid 
disorder may be more influential than the dichotomous variable of the presence of a co-morbid 
disorder that was used in this study.  Coding the types of disorders for clients who have had 
multiple disorders could facilitate management of this confound.  Further, although the length of 
treatment was controlled to include only clients who attended four or more therapy sessions, 
there was a large range in the number of treatment sessions completed (i.e., range: 4-42).  This 
may affect the results in that some of the clients attended therapy long enough to complete 
treatment, while others may have dropped out after the beginning stage of treatment.   
 Another limitation is that the diagnostic categories of focus were reduced to only include 
anxiety and mood disorders.  This excludes other categories such as adjustment disorders, 
substance use disorders, eating disorders, and V-Codes.  These categories were excluded from 
the study due to small sample size, but are relevant to client treatment and outcomes and should 
be explored in a larger study.  Not including these other diagnostic categories limits the ability of 
the researchers to make a firm statements regarding how diagnoses are linked to prognosis in this 
sample and in general.   
Implications 
 Despite these limitations, outcomes from this study demonstrate that diagnostic 
categories such as anxiety and mood disorders are linked to treatment outcomes.  It is important 
that researchers continue to study the relationship between diagnoses and prognosis. Further, it is 
imperative that researchers expand this study to include diagnoses in all categories, including 
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adjustment, substance and eating disorders.  Awareness of the relationship between these 
categories and treatment prognosis will help both clients and clinicians to be prepared for long-
term treatment outcomes and to maximize on the strengths of positive prognosis.   
At a local level, students and administrators may use the current results to inform training 
and treatment approaches.  With this data, they can further examine confounds to become more 
aware of treatment outcomes and diagnostic variety at this clinic.  In this local clinic, knowledge 
that clients with anxiety disorders did not demonstrate treatment outcomes as strong as those 
with mood disorders could lead to more intensive and focused trainings on treatments for anxiety 
at this clinic and modification of current interventions and therapist implementation methods in 
order to maximize their effectiveness.  It is recommended that all psychology training clinics 
continue researching local treatment outcomes in order to improve clinical training for all future 
psychologists.   
Although several findings in this study were not significant, ongoing outcome 
measurement in clinics is essential for the continuous improvement of treatment delivery.  As 
revealed in this study, continuous and refined examination of client outcomes can inform 
students and clinic administrators on diagnostic considerations and client prognosis. 
In conclusion, this study examined the link between clinical diagnoses and client 
prognosis.  The outcome of the study that there was a statistically significant difference between 
the treatment outcomes of clients with mood and anxiety disorders confirmed the connection 
between a client’s diagnosis and his or her treatment outcome.  Further, several confounds such 
as client characteristics (e.g., resilience), therapist characteristics (e.g., diagnostic skills), and 
treatment characteristics (e.g., length of treatment) were identified.  This research highlights the 
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importance of continued outcome measurement to inform both local clinics and the broader 
literature on diagnosis and prognosis. 
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Appendix A 
Closing File Outcome Tracking Form 
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Pacific Psychological Services: Closing File Outcome Tracking 
 
Today’s Date: ___________________  Client Number: ______________ 
 
Therapist Supervisor: _____________________ Team Theory/Focus: ________________________ 
 
# of sessions with current therapist: ____________ 
 
Beginning date with current therapist: ____________  Ending date with current therapist: ____________ 
 
OQ DATA Date OQ Overall Score 
Earliest Administration 
w/current therapist 
  
Final Administration 
w/current therapist 
  
 
Diagnostic DATA Date Diagnosis/Diagnoses 
Intake or Earliest 
Diagnosis Axis I and II 
this treatment episode 
  
Final Axis I and II 
Diagnosis this treatment 
episode 
  
 
Treatment Duration w/current therapist in weeks: _________________ 
 
Did this client have treatment with a different therapist previously (circle one)?         YES            NO 
 If “yes,” how long was most recent prior treatment episode (in weeks)? _________________ 
 If “yes,” how many total previous therapists did the client have at this clinic? ____________ 
Reason for Closing (circle one): 
a) No attempts to engage in therapy 
b) Never showed after intake 
c) Dropped out after session number: 
d) Completed treatment 
 
Outcome of Therapy with this Therapist (circle one): 
a) No progress 
b) Incomplete or moderate progress 
c) Substantial progress without successful completion of treatment 
d) Successful completion of treatment 
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e) Demographic Information: Please describe to the best of your ability your client’s status on 
these variables. They are not things to be asked of your client, but simply demographic information to capture 
from existing records regarding clients’ background. Fill in as much as you can using existing client records 
and your knowledge of the client. Also note where you got the information recorded on this form (i.e. intake 
report, progress notes, admin electronic records, etc.) 
 
DEMOGRAPHIC 
VARIABLES 
CLIENT INFORMATION 
(describe) 
Where Information Came 
From  
(if “other,” please describe) 
Age at Termination 
 
 Intake Report Other:  
Disability status 
(developmental or 
acquired) 
 Intake Report Other: 
Sexual orientation   Intake Report Other: 
 
 
Indigenous heritage 
(e.g., Alaskan Native, 
Native American) 
 Intake Report Other: 
Native Language 
(i.e. primary  or first 
language 
learned/spoken: 
English, Spanish, etc.) 
 Intake Report Other: 
Therapy Language 
(i.e. what language was 
spoken in sessions 
w/this therapist) 
 Intake Report Other: 
Nationality (i.e., where 
born)  
 Intake Report 
 
 
Other: 
Gender  Intake Report Other: 
 
 
SES: Fee Rate at 
Termination 
 Final Receipt Other: 
 
 
SES: Reported 
Monthly Income (if 
reported in records, if 
not, put “n/a”) 
 
 Administrative 
Electronic 
Records 
Other: 
Religious/Spiritual 
Background 
 Intake Report Other: 
 
 
Other diversity 
considerations 
 Intake Report Other: 
 
 
 
 
 
